We report a case of central serous chorioretinopathy (CSC) that developed 1 month after an intralesional injection of triamcinolone acetonide that was administered during removal of a chalazion. The subretinal fluid and ipsilateral visual acuity (VA) worsened with initial observation. The edema resolved with verteporfin photodynamic therapy (PDT) 1 month after diagnosis, but VA did not improve during short-term follow-up. We conclude that CSC can occur as a complication of low-dose intrapalpebral corticosteroid administration and provide another example of the therapeutic role of PDT in the management of this disease.
Introduction
Central serous chorioretinopathy (CSC) is characterized by the subretinal accumulation of serous fluid leading to localized neurosensory retinal detachment. Although the pathophysiology of this disease is not entirely understood, two main hypotheses have been supported. The disease has been suggested to occur as a result of increased choroidal capillary permeability leading to damage of the retinal pigment epithelium (RPE), which in turn causes subretinal serous fluid accumulation [1] . An alternative theory suggests that RPE dysfunction is the primary etiology of the subretinal edema [2] . Multiple reports have identified corticosteroid use and hyperaldosteronism as a potential risk factor for the development of this disease [3] . Spontaneous resolution occurs in 60% of cases of CSC within 3 months [3] . Verteporfin photodynamic therapy (PDT), among others, has been reported as a valid therapeutic alternative in persistent cases [2, 4] . In this report, we describe a case of CSC following the intrapalpebral injection of triamcinolone acetonide within the excision margins from the removal of a chalazion.
Case Report
A 28-year-old male presented for evaluation of recurrent, central right-upper lid chalazion previously treated with incision and curettage (I&C). Conservative management with erythromycin ointment and warm compresses failed, prompting repeat I&C. Given the chronicity of chalazion, we also administered a 0.5-mL injection of triamcinolone acetonide (10 mg/mL) within the chalazion excision margins in an intrapalpebral fashion. One month following the procedure, the patient returned with concern of a "purple spot" in the central vision of his right eye (OD). OD examination showed unchanged visual acuity (VA) of 20/20, normal intraocular pressure, and intact visual fields. Fundus examination revealed subretinal fluid that was confirmed on optical coherence tomography (OCT) ( Fig. 1a) , which also revealed a small pigment epithelial detachment (PED) in OD ( Fig. 1b) ; intravenous fluorescein angiography revealed pooling into the PED in the early phases along with an expansile dot pattern of leakage in later phases ( Fig. 1c and d , respectively). The patient denied use of steroid-containing medications since presentation. At 1-month follow-up, VA OD had decreased to 20/50, and confrontational visual fields showed an ipsilateral central scotoma. OCT showed persistence of subretinal fluid with PED. He was treated with PDT with verteporfin 3 mg/m 2 and 25 J/cm 2 laser fluence. Twenty days following the procedure, VA OD was 20/100 with resolution of the central scotoma. OCT obtained at this time showed resolution of the subretinal fluid (Fig. 2) . The patient was lost to follow-up after this visit, and his visual status is unknown.
Discussion
Previous reports have correlated the onset of CSC with various modes of steroid use, including both systemic and local applications [5] . This disease has also been reported as a complication of sub-Tenon's corticosteroid injection [6] .
CSC onset has been documented as early as 1 week following topical ocular and periorbital high-dose corticosteroid administration [6] . Our patient developed CSC within 1 month of the injection. We were unable to identify any literature clarifying the expected time frame between corticosteroid administration and CSC diagnosis. It is unlikely our patient developed CSC from another cause besides the intrapalpebral steroid injection, as there were no other established risk factors present for the condition.
The patient's subretinal edema and VA worsened with observation. Soon after treatment with PDT, the subretinal fluid and PED had resolved, although VA worsened. Subfoveal PEDs in CSC, as in our patient, have been found to have a poor visual prognosis with an average VA of 20/50 in one study [7] . We expected continued visual improvement over time after PDT; however, the patient was lost to follow-up. Regarding timeline to treatment, PDT and other therapeutic strategies are often initiated after 3 months for one isolated episode of CSC, due to the chance of spontaneous recovery during this period [2] . It is possible that our patient's CSC resolved on its own rather than as a result of the PDT given the natural time course of CSC, although the worsening VA and a new central scotoma were the reasons for initiating treatment with PDT.
In conclusion, our study identifies a new association between intrapalpebral low-dose corticosteroid administration and development of CSC and reports complete resolution of subretinal fluid with early phototherapy. To our knowledge, this is the first report of CSC secondary to injection of triamcinolone within the excision margins following chalazion excision.
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